HERNI ATED CERVI CAL DI SK

Patients under treatnent by their own physician who
fail to inprove after four weeks - refer to a Neurol ogist,
Ot hopedi ¢ Surgeon, Physiatrist, or Neurosurgeon for
consul tation and/or treatnent.

l. BACKGROUND

A herniated cervical disk is a condition in which there
is a protrusion of the intervertebral disk. Herniations
occur nost commonly through a posterol ateral defect, but
m dline herniations may occur as well. Resulting
conpression of the spinal nerve root causes pain and
par est hesia usually al ong the anatom c course of the
affected nerve root. 1In the cervical spine, this nost often
occurs at the C5-6 or the C6-7 disk |levels, causing pressure
on the corresponding C6 and C7 nerve roots. On infrequent
occasion, disk herniation or a spondylitic process can cause
conpression of the cervical spinal cord. This condition may
t hen be associated with sensory or notor dysfunction in the
| oner extremties and bl adder and/or bowel synptons.

1. DI AGNOSTIC CRI TERI A
A Pertinent Hi storical and Physical Findings

Neck pain is usually the first synptomand may be
subsequent |y associ ated with scapul ar pain, upper extremty
pain or paresthesia. Neck notions are frequently limted
and cause an exacerbation of pain.

The neurol ogi cal exam may be normal if the
conpressed nerve is still functional or there may be
obj ective evidence of nerve dysfunction (atrophy, weakness,
sensory alteration or altered reflex) dependi ng upon the
anatom c nerve root affected.



B. Appropriate Diagnostic Test and Exam nations -
Suggest ed Sequence After Appropriate Referral Has Been
Made
(Neur ol ogi st, Neurosurgeon, Othopedic Surgeon, or
Physiatrist).

111. DI AGNOSTI C PROCEDURES

A Pl ai n Radi ographs of the spine may be useful to
rul e out other conditions such as tunor, infection,
fracture, congenital anomalities, and as a baseline for
al i gnment, curvature, subluxation (flexion-extension), etc.

B. MRl is the gold standard for evaluation of the
cervical spine, both bone quality and soft tissue disease.
Specific contraindications for MRl are presence of nmetal in
retina, aneurysmclip, pacenmaker for heart or deep brain
el ectrodes. Patients with anxiety may require an open MR
to avoi d panic attacks.

C. Myel ography is rarely indicated, and may be done
with CT Scan directly following to evaluate a root
conpression that is equivocal on MRI. It should never be
used as a primary study. This is an outpatient procedure.

D. CT may be helpful if no MRl is available but gives
| ess information. CT nmay be useful in sone instances where
there is a specific |level or bone problemthat nmay be better
del i neat ed.

E. EMG and NCV may be indicated to sort out specific
radi cul opat hy or conduction questions. This is not a
general screening test. Rarely evoked potentials may be
indicated if spinal cord problens exist. These are best
ordered by a neurologist. EMS should not be ordered before
four weeks follow ng the onset of synptons.

F. | nappropri ate Di agnostic Tests
Ther nogr aphy

Spi noscopy

Myel oscopy
Der mat omal Sonmat osensory Evoked Potenti al
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V. TREATMENT
A Non Operative Treatnent

1. Use of anal gesics, anti-inflammatory
nmedi cation. Avoid narcotics other than brief use only, for
acute pain.

2. Intermttent traction, soft collar, heat and
massage may relieve acute synptons. Treatnent |onger than 2
weeks has little efficacy. Traction nay be done at hone,
over a door, using 7-10 pounds wei ght for 15-20 m nutes
twi ce daily.

3. Limted bed rest may be val uable, not for
nore than 2-3 days on average.

4. It is inportant to note that physical therapy
per se is generally not indicated in acute radicul opat hy.
The vast majority of root synptons resolve in weeks with
only anti-inflammtory nedication. |f neurologic signs,
(particularly weakness, bowel -bl adder abnormality, etc.) or
significant pain are present, an early MRl is indicated, and
further therapy will be guided by the findings.

V. HOSPI TAL ADM SSI ON

A Non- Qperative. Very few indications

1. Inability to control pain as outpatient.

2. Need for urgent MRl Scan with |ikelihood of
surgery to follow

B. Qperative Treatnent. Represents failure of
conservative nmeasures, or progression of neurologic deficit.
Di agnosi s shoul d be confirned by objective testing.

1. Lam nectony, |am notony, foram notony may be
done for root or cord conpression.
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2. Anterior disk resection and interbody
fusion (auto graft, iliac crest or cadaver bone). A plate
may be used to give additional stability for nulti-Ievel
i nt erbody fusions or corpectony.

3. Posterior cervical fusion nmay be required for
instability at one (eg. Cl1-C2) or several levels, with or
wi t hout | am nectony. Hardware and graft bone nmay be
required for these procedures.

| ndi cations for discharge are absence of
fever, significant swallow ng problens, inability to void,
presence of neurol ogic or wound conplications, or infection.

Generally with an unconplicated ACDF
procedure patients can go hone the norning after surgery.
Ext ended anterior procedures or |amnectony will require 2-3
days.
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